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ZAMBIAN NURSES AND THE AIDS CRISIS:
TOWARDS A SOCIO-CULTURAL
ANALYSIS OF mv/AIDS
Alicia Worley, M.A.
Western Michigan University, 1994
This study addresses the need for AIDS research that goes beyond
quantitative in formation to deal with the complexities of local context. Socio
cultural analyses have been frequently lost in a sea of research that is rooted in a
biomedical/quantitative paradigm. As a result of this, issues of political economy,
culture, and human agency are often handled at best, tangentially-this to the
detriment of prevention and control programs. This study underscores the factors
involved in the spread of
"fact."

mv that lie outside the realm of physiology and medical

The perception and responses of Zambian nurses at a governmental

training hospital reflect the complex way in which various socio-cultural factors
influence attitude and behavior.

Forces at the workplace and household levels

impact individual constructions of

mv and shaped responses to the threat of mv

infection.

Brief case studies of five nurses demonstrate that knowledge and

education are not necessarily sufficient for motivating risk reducing behavior
change.
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INTRODUCTION
AIDS is becoming a crisis of pandemic proportions, threatening the social,
economic, and political welfare of nations around the globe. Governments and
health organizations work hand in hand with researchers to institute effective
prevention and control programs, yet

mv infection persists and the number of

AIDS related deaths continues to escalate.
Much mv/AIDS research has been quantitative and rooted in a biomedical
paradigm. As a result, AIDS is treated as a medical problem only (Ankrah 1989,
Schoepf 1991, Seidel 1993). This approach neglects the social side of disease,
producing a narrow perspective of AIDS and limiting the effectiveness of
prevention programs. There are several factors influencing the way in which
people respond to AIDS and these must be taken into consideration if the
syndrome is to be controlled. As my research will show, merely educating people
about the "facts" of mv and AIDS will not necessarily bring effective behavior
change.
The limitations of knowledge and education to produce behavior change
became very clear during my research among nurses at the University Teaching
Hospital (UTH) in Zambia. Although these nurst?s are well informed about AIDS
from a medical perspective, they succumb to the disease at such high numbers that
the Ministry of Health has begun gathering statistics on nurses' deaths.
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Fieldwork was conducted almost exclusively in the hospital setting where I worked
as a part time physical therapist from October through December of 1992. Data
was collected from participant-observation, formal interviews, and questionnaires.
All names of individuals in this paper are fictitious and, in certain cases, minor
details have been changed to protect the identities of those mentioned.
This data emerged from the interaction between my informants and myself.
My status as a volunteer health care professional, dressed in the appropriate
uniform, legitimated my presence in the hospital. It was also seen as "normal"
for me to be conducting AIDS related research--UTH is a major center for AIDS
research in Zambia. Collection of the questionnaires allowed me entry into almost
every area of the hospital, exposing me to diverse settings and contacts that I
would otherwise have had difficulty accessing.
While these advantages provided me with somewhat the status of an
"insider", the fact that I was a white American in a facility staffed predominantly
by black Africans put me immediately on the "outside". It was often difficult to
get beyond the "right" answers to questions about IIlV/AIDS. There was also
some resistance to filling out the questionnaires by nurses who viewed what I was
doing as simply more "medical research that won't change anything anyway."
After providing general background information on Zambia and the cultural
construction of mv/AIDS in that country, I will present and discuss the findings
of my research among the nurses at UTH. This will be followed by a brief
summary and conclusion.

BACKGROUND INFORMATION ON ZAMBIA

Zambia is roughly the size of Texas with a population of between eight and
nine million people, well over half of who live in cities. It is located in Central
Africa where "the action of [IIlV] is magnified by the outcome of historical forces
and the current economic crisis, [and where] AIDS constitutes a danger to health,
development, and cultural survival" (Schoepf 1991:759). It is among the African
countries most affected by AIDS (Barnett and Blaikie 1992). The World Health
Organization's 1993 AIDS statistics for Africa listed Zambia as having 29,734
AIDS cases--the fourth highest number of cases in African countries. In Zambia,
HIV is transmitted primarily through heterosexual intercourse and affects slightly
more men than women (Williams 1992). The spread of HIV and AIDS has by far
had the biggest impact on centers of urbanization, although ties between urban and
rural areas are changing this (Ankrah 1991, Williams 1992).
AIDS poses a serious problem for development in African countries with
it's potential to cripple Africa's productive work force: "...it will cost raw labor
power so essential to agricultural production; it will cost skilled labor power
trained at the expense of scarce resources; it will strain health budgets and it will
decimate administrations" (Barnett and Blaikie 1992:166-7). In Zambia, AIDS
has especially impacted the 20-39 year old age group, thus posing the threat of
economic and political destabilization (Lesikel 1992). For example, six percent of
3
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Zambia's labor force works in the Copperbelt, the mining region which produces
20% of the country's GNP (Sabatier 1987). Replacing deceased workers and
leaders will be especially difficult considering the limited educational opportunities
for Third World teenagers (Sabatier 1987).
AIDS compounds the social pressures and c·hanges already impacting
Africa. It has been said that Africa is in a state of transition both theologically
and philosophically and that African society and belief systems "have probably
been changing more rapidly than is the case for any other major society"
(Caldwell, et. al. 1992:1179). This appears very true of Zambia, particularly in
the urban areas where Western influence penetrates directly into the daily lives of
individuals through mediums such as television. In these cities, Zambians are
caught in the midst of cultural transformations--at a "cross roads of cultural
values" (Ngulube 1989:142).
While these descriptions imply a state of cultural crisis that, with the AIDS
epidemic, threatens to collapse African societies, it is important to note that the
tension between Western ideas, attitudes, and behaviors and traditional cultural
values is often subtle. World views are not so clearly defined and bounded as to
be in direct opposition to each other. Individuals locate themselves within a
complex network of contradictions and ideas, finding ways to blend various
traditions and ideologies so as to give them a sense of continuity and meaning.
Zambian constructions of IIlV/AIDS are dynamic and develop in response
to a number of factors. One of these is Western discourse (Hunt 1988, Packard

5
and Epstein 1991, Seidel 1993, Schoepf 1991, Triechler 1989). At the beginning
of the AIDS epidemic in Africa, definitions and explanations of mv/AIDS were
introduced by Western science and local explanations were frequently constructed
in response to representations of the biomedical model. In many cases the African
response was and continues to be a negative one, raising issues of racism and
Western hegemony (Chirimuuta 1989, Patton 1990, Treichler 1989, Waite 1988).
Constructions of IIlV/AIDS are also influenced by gender, class, race, and
ethnicity (Duh 1991, Richardson 1988, Schoepf 1992). There are significant
differences between the way in which women, as opposed to men, relate to the
threat of mv. These differences, complicated by other social categories like
class, race, and ethnicity, shape collective representations of AIDS. Zambia is a
country of great ethnic diversity--there are over 70 languages spoken within it's
borders. While gender, class, and race are frequently referred to in African AIDS
research, there appears to be less attention given to differences between ethnic
groups within a particular country. Perhaps this is because a large focus has been
placed on AIDS in urban areas where an "urban culture" blurs the lines that would
clearly mark ethnic boundaries. There appear to be more differences between the
way urbanites construct AIDS as compared to the way that rural dwellers do.
Given the context and scope of my research it was impossible to address the
differences that are sure to exist between, for example, the patrilineal Tonga and
the matrilineal Bemba.
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Another factor influencing the cultural construction of IIlV/AIDS is
religious belief, including both personal beliefs about cosmology, life, death,
morality, etc. and beliefs articulated by institutionalized religions. More than
72 % of Zambia's population identify themselves as Christians (27 % identify with
"traditional beliefs", and the remaining 1 % include.Hindus and Muslims). The
Christian church has had a strong influence on the construction of AIDS through
several channels, including churches, hospitals, schools, and independent
prevention programs.
The political and economic environment also plays a role in the Zambian
construction of AIDS. Zambians already face serious health threats due to the
country's poor economic state. The government is unable to finance adequate
funding for research, testing, and medical treatment--and AIDS is not the only
disease responsible for the deaths of large numbers of people. Many Zambians
experience poverty and malnutrition that threaten their immunity and promote a
pessimistic attitude towards the future.
Like many other countries in this region of Africa, the magnitude of the
AIDS crisis in Zambia is related to a deepening economic crisis. A general
knowledge of Zambia's history is helpful for understanding how changes in
ecology, social, and economic structures occurring during the colonial period set
in motion forces that continue to impact the country (Freund 1986, Hunt 1989,
Schoepf 1991).
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Northern Rhodesia (as Zambia was called prior to independence) was
relatively isolated from Western influence until 1889 when British colonial rule
brought a number of missionaries and developers. The discovery of copper in the
1920's facilitated the colonization process as foreigners flooded in to develop the
mining industry. A railroad was built running norih and south to transport copper
away from the mines, and towns sprang up along this line.
The mining industry had a dramatic impact on the lives of Africans living
in Northern Rhodesia--economically, socially, and physically. A hut tax was
introduced and men entered a waged labor system as they were hired by
developers. Social roles and relationships were altered as men moved to mining
centers, leaving women in the villages to carry out subsistence activities alone.
Until the 1960's, there were no formal jobs available to women in the cities so
those who did migrate to the city supported themselves by providing sexual and
domestic services to the miners (Rakodi 1988, Schuster 1987).
By the 1930's, Northern Rhodesia had become one of the most important
producers of copper on the world market and by Independence in 1964, 14% of
the world's copper supply came from this region. During the copper boom, rural
areas suffered as resources were funnelled to enclaves of development.
Agriculture was neglected except for basic rural subsistence farming and
commercial farming along the railroad to supply the towns with food (Fruend
1986, Vaughan and Moore 1988). This was also true of health care centers.
With the exception of mission establishments in remote rural areas, hospitals and
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clinics were confined to developed areas. These were either private facilities for
foreigners or mining hospitals restricted to miners (Fruend 1986).
At independence in 1964, attempts were made to make the benefits of
development available to all Zambians. President Kaunda espoused a humanistic
form of government, setting the goal of providing every Zambian with a standard
of living equal to that of Westerners (Schuster 1981). Schools, hospitals, and
commercial centers were built and Zambians were trained to fill the positions of
departing expatriates. Development was disrupted, however, with the dramatic
fall of copper prices in the 1970's.
With over 95 % of Zambia's foreign exchange coming from copper, this
price drop had a profound affect on the country's economy. GDP per capita
dropped steadily and population and urbanization rose sharply. As the crisis
deepened, less money was directed towards health care and education and
malnutrition and poverty became serious problems. These difficulties were
exacerbated by repeated droughts and the economic sacrifices required for the
government to support the independence movements of neighboring countries
(Freund 1986).
Reforms instituted by the IMF and World Bank in response to Zambia's
escalating national debt were not well received by the Zambian people. Structural
adjustments, including the removal of government subsidies, a wage freeze, and
price decontrol, undercut social services, and the poor, particularly those in the
informal sector, were further impoverished. Pressure from both the West and the
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Zambian people forced President Kaunda to allow multi-party elections (Geisler
1992). On October 31, 1991, Frederick Chiluba, a former trade union leader,
won a landslide victory with 76% of the votes.
The new Zambian government has taken radical steps towards it's goal of
creating a democracy and privatized economy, but there are numerous obstacles to
be overcome. For example, a fragile monoeconomy is made weaker by an
infrastructure that is deteriorating, reinvestment that is below what it should be,
exorbitant production costs, and the threat that copper sources will be exhausted
by the year 2000. These and other problems affect the political, social, and
economic situation in Zambia and are therefore relevant to the study of AIDS.
Attention to these issues is also vital to the establishment of effective AIDS
prevention programs.

CONTEXTUALIZING AIDS: A MICROSOCIAL LOOK AT NURSES AT UTH
In a presentation on the implications of AIDS for Zambia, Dr. R. Msiska,
head program manager for the government's committee on STD/TB/AIDS,
referred to the syndrome's affects as impacting three levels: (1) the society,
which he identified as those involved in the workforce, including health care
workers; (2) the household, defined as women and children; and (3) the
individual, i.e. the person who faces the consequences of a chronic and
stigmatizing disease. While these categories are recognizably limited, they do
provide a useful structure with which to discuss the perceptions of nurses at UTH
towards HIV/AIDS.
Zambian nurses are members of each of these "levels" of society. As
health care workers, nurses are an important part of Zambia's workforce and their
daily contact with HIV infected patients allows them to witness first hand the
physical, soci�, and emotional implications of AIDS. Nurses are also a part of
the household level by virtue of their gender--nursing is still a largely female
profession in Zambia. At the individual level, nurses are susceptible to infection
like everyone else. Many of the UTH nurses I worked with perceived themselves
at great risk and almost all of the nurses expressed grave concern that they would
become infected.
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Within these different roles, nurses observe AIDS from wide ranging
experiences and what they have to say about mv and AIDS emerges from a
complex interaction of factors impacting them at these different levels. After
giving some background information on UTH, I will discuss the roles and
perceptions within each of these categories--the workplace, household, and
individual.
Background Information on UTH
UTH was expanded into a teaching hospital four years after Zambia gained
independence in accordance with the government's plan to make Western style
healthcare available to all Zambians. Prior to independence, the only training
programs available to indigenous Zambians were nurse's aid and medical assistant
courses offered at certain mission hospitals. Training schools like UTH were
therefore vital to the task of supplying medical staff for new facilities and for
filling the positions left vacant by departing expatriates. This task was never
accomplished, however, and the staff shortages that ensued have become chronic.
The staffing problem has played a role in promoting a negative image of
UTH to the public. Personnel who work shorthanded under difficult
circumstances frequently suffer "burnout" that carries over into patient care.
From the beginning, the hospital and its employees have come under attack for
providing a low quality of care. Ilsa Schuster quotes from a 1971 editorial from
one of the country's major newspapers:
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There are no sufficiently horrifying adjectives to describe what the Minister
of Health found at what is supposed to be the pride and joy of our medical
services in this country--the University Teaching Hospital. After being
told of some of the most diabolical behavior that. ..has ever disgraced the
wards of any hospital in the world, we can forgive those who are now
branding the place as something of a 'chamber of horrors' (1981:87-89).
Personnel shortages continue to make quality care difficult and place
additional stresses on those employed. In October of 1992, there were only 123
physicians employed, far short of the 306 required for the hospital to run
smoothly (UTH Management Brief, October 1992). The shortages in other
medical departments are just as severe. During the week in which I administered
questionnaires, I visited every ward and department employing nurses and tallied
the number of nurses scheduled for duty that week. Of the 896 nurses who could
have been working, only 537 were available and scheduled for work.
UTH has been further crippled by the economic crisis. The hospital is
plagued by a lack of funds needed to maintain a viable infrastructure. Many of
the medical facilities are non-functional and operation is limited due to supply
shortages. Broken equipment frequently goes unrepaired--for some time several
operating rooms were closed due to ventilation problems too complicated and
costly to fix.
While the overall impression of UTH is generally a negative one,
conditions vary depending upon what part of the hospital one is in. Perhaps the
worst wards are those in the admission and emergency care "blocks" (buildings
usually named according to the type of patients seen within). Overcrowding and
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patients in extreme suffering are typically encountered in these areas. On these
and similar wards, patient overflow is such a problem that "floorbeds"--thin foam
mattresses scattered between hospital beds--are used to increase occupancy to
sometimes double that of normal. This contrasts sharply with the neo-natal
surgery block, a new brick building funded and equipped by the Japanese
government. This area of urn is orderly and stark with a more sterile
atmosphere surrounding it. Regardless of where one works at urn, however, the
conditions are challenging and difficult.
Nurses in the Workforce
The need to address the microsocial setting within the larger context of
political economy has been pointed out repeatedly in anthropological literature and
it is further underscored in this study. As health care workers in a major
government hospital, nurses are made aware of the broader significance of both
AIDS and the health care crisis to the country. They readily recognize many of
the macrosocial factors affecting these problems and apply these factors to their
own situation. Specifically, they are quick to attribute their working conditions
and wages to government policy and the country's economic crisis.
The working conditions for nurses at urn are a constant reminder of the
larger political economic environment. Economic difficulties leave the hospital
heavily dependant on foreign funding, which falls short of meeting all of urn's
needs to operate effectively. Shortages of the most basic supplies make
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administering quality care difficult and broken equipment and facilities impede
proper treatment. For example, on wards where sinks are broken, nurses must
leave the ward to find water or forego washing their hands. Inadequate supplies
of linen mean that some patients will go for weeks without having their beds
changed unless family members can produce another set of sheets. One charge
nurse explained that whenever linen did become available, some was set aside in a
locked cabinet. This was saved for nurses on her ward who became ill and were
admitted to another ward, thus ensuring that they would have clean linen should
they become patients.
Shortages of cleaning supplies and broken sterilization equipment require
nurses to make decisions that might place them in an ethical dilemma. One nurse
described how, for a period of time, she quit working altogether because it was
impossible to adequately sterilize certain utensils on her ward. She is now
working on a ward that does not demand the same types of procedures. Another
nurse complained that her environment was poorly ventilated and that broken
equipment caused anesthesia leaks dangerous to her health--but she did not feel
she could leave her post in good conscience.
On several wards, nurses reported having to recycle disposable items. The
shortage of supplies requires improvisations that at best waste time and at worst
place the patient (and sometimes the nurse) in danger of becoming infected. Most
nurses have access to gloves and masks, but complain that they do not have
enough to use for every patient and that because they don't always know which
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patients carry contagious pathogens, it is difficult to ration these supplies
effectively. Some nurses teach their patients how to dress their own wounds so
that they do not have to.
Another way in which nurses experience the impact of political economy
issues is through their wages. Nurses are paid according to a government scale
based on their position and seniority. In December of 1992 the average takehome
pay for a junior nurse was the equivalent of about 35 to 40 U.S. dollars per
month. With rapidly rising inflation, low salaries make survival challenging,
particularly for those with dependents. The cost of food, housing, transport, and
other necessities leaves little money for clothing and children's school supplies.
Like many Zambians in urban areas, nurses are sometimes required to make
decisions between purchasing food or school uniforms, paying the rent or
purchasing blankets (Freund 1986).
The sting of low wages is not alleviated by job benefits. Some nurses are
able to find accommodations in hospital housing, but these dormitory style rooms
are described as pathetic and congested, especially when a whole family is
squeezed into an approximately 15X20 foot room. Transportation services are
also limited. The hospital reportedly does offer transport to and from selected
areas, but nurses complain that these rides are frequently late, making them tardy
to work. Monthly transport allowances are available, but with the rising cost of
fuel this doesn't even cover the average bussing expense for one week. Nurses
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living on the outskirts of Lusaka often walk several miles along main roads,
hoping to catch "lifts" along the way.
While nurses attribute their low wages to hard economic times, they also
blame the government, arguing that compared to other civil workers, they receive
poor compensation. Nurses see this as a reflection of the government's attitude
towards themselves and their profession. Although their nursing education is
sufficient to allow them to practice in most other countries (upon passing required
exams), they report that in Zambia, their professional status is disregarded and
that they are viewed as little more than slaves.
Nurses have attempted to raise their wages by striking several times, but
these attempts have been generally nonproductive. In May of 1992, UTH nurses
stood their ground for three days in a strike where only those patients critically ill
were attended to. They persisted in spite of accusations from the public and
government that they were irresponsible and wrong to jeopardize the lives of
others for such selfish purposes. In a television address, the Minister of Health
reportedly denounced nurses' claims to professionalism, equating them to his
domestic help at home. When the General Nursing Council finally reached an
agreement with the government, most nurses felt that instead of making progress,
they had once again been cheated by political maneuvers and false promises. As
one administrative nurse put it, "we were given false promises, got nothing, and
we [looked] like fools".
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um nurses complain that the government's disregard for them is shared
by their colleagues and the general public. While they acknowledge that hospital
conditions and their own behavior sometimes encourage accusations of rudeness
and apathy, many feel that their low wages are largely responsible for this
disrespect. This was brought to my attention during a meeting with a group of
nurses. As the nurses spoke about the frustrations of their job, one of the
housekeepers entered the room with a broom to sweep the floor. She moved
about, oblivious to our discussion, and was ignored until she began moving the
table that we were gathered around. This brought an uproar from the nurses, who
demanded that she leave. Muttering complaints, the housekeeper disappeared,
leaving the nurses with a case in point. They attributed the housekeepers lack of
respect to her knowledge that she made almost as much money as they did. On
another occasion I encountered two nurses arguing with a housekeeper. They had
just received their paychecks and the housekeeper, a women with greater seniority
than the two younger nurses, was mocking them, saying that her pay was better
than theirs and that she therefore did not have to listen to them.
The problems of low status and poor respect run deeper than superficial
dissatisfaction and disregard on the part of the public, however. While these are
generally perceived to be recent problems, it appears that from the early days
nurses have faced charges which included their being "irresponsible, negligent,
insensitive, and arrogant" (Schuster 1981:88). Ilsa Schuster, who spent a total of
over four years in the 1970's looking at the adaptation of Lusaka women to
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modem urban life, stated that there was "a measure of truth" to the accusations
against UTH and it's nurses. She points out, however, that the underlying cause of
this tension was a culture clash. Zambian nurses were caught between the
expectations of their own socio-cultural group and their new role as health
workers acting on a Western model of medicine. Recruiters sought members of
Zambian society who would fit the Western concept of the nurse--a young woman
fulfilling a noble and nurturing role. This contradicted Z1UI1bian expectations of
young women who traditionally were not involved with health care in any way.
Conflict also arose from the differences between Zambian concepts of
disease and healing and Western concepts. Schuster wrote:
...the complete acceptance by planners of a western model of health care
creates conflict between Zambian and western social and cultural concepts
of illness and healing. These conflicts are focused on the new young
recruits to the nursing profession. As a result, their position in society as
the first generation of locally trained nurses, is fraught with ambivalence.
Student nurses internalize this ambivalence and it influences their response
to society at large, including patients. Cultural clashes cause tension in the
hospital atmosphere, heightened by the overburdening of medical facilities,
itself a function of the acceptance of western treatment by the wider society
(1981:79).
As health care workers, nurses demonstrate the importance of the
relationship between macrosocial issues and microsocial experience. The larger
socio-cultural context has influenced their attitudes towards nursing and the
attitudes of fellow Zambians towards them. By linking their own behaviors and
attitudes to issues of political economy, they illustrate the necessity of addressing
the "whole picture". In the workplace, they are exposed to various pathogens,

19
including IIlV. This threat, along with the exposure to sickness and suffering, has
a negative psychological affect and contributes to burnout. In relationship to
AIDS, most of the nurses I worked with pointed out that there are problems to be
dealt with that run far deeper than education alone can resolve. For example, the
structures and conditions that limit people from attaining adequate nutrition and
shelter and that attack their immunity must be tackled if AIDS is to be controlled.
Nurses in the Household
A nurse's experience at the household level plays an important role in
shaping her attitude towards, and response to, AIDS. Dr. Msiska's definition of
the household as being women and children is representative of the position and
role ascribed to women in many African societies. Women are central figures in
the home--the ones responsible for production, reproduction, and social
reproduction (Ankrah 1991). The meaning of these responsibilities varies between
women, but there are generally shared cultural beliefs about a woman's role and it
is in these that we most see the impact of culture on the construction of AIDS.
Women in Zambia, a predominantly matrilineal society, are generally
responsible for production in the home. While there are individual exceptions to
this attitude, it is commonly accepted that Zambian men are under no social
obligation to provide for their families and offspring (Schuster 1987, Geisler
1992). In both rural and urban areas, women are responsible for the housework,
procurement of daily food, and the purchase of necessary consumer goods
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(Vaughan and Moore 1988, Rakodi 1988, Hansen 1991). In filling this role,
many of the nurses at UTH supplement their hospital wages with some type of
outside work in order to provide for their household's needs. This is usually
some form of business carried out while at the hospital, the most common being
selling baked goods. Other items brought to work to sell include crocheted
tablecloths, clothes (made on consignment), and cold drinks (bought at a discount
and marked up to make a small profit). Nurses with a small stash of money might
become lenders, making profit through charging interest. Others work after
hours, babysitting, tailoring, cake decorating, or selling anything from chickens,
to used clothing, to plants in the open air market. Urban subsistence farming is
not uncommon in Lusaka (Rakodi 1988), and this is yet another way in which
nurses provide for their families.
Economic sexual relationships are another way of meeting subsistence
needs, particularly in urban areas (Schoepf 1991, Schuster 1987). While none of
the nurses I worked with credited their survival to this activity, they were quick to
refer to other nurses who did. Some nurses answering the questionnaire did
indicate that such relationships were a means of support. Exchanges of this nature
range form the occasional casual encounter to the steady relationship between a
woman and her boyfriend(s). The material benefits of these alliances may include
cash, consumer goods, clothes, entertainment, and transportation.
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The motivations for sexual relationships are not, however, merely
economic. With such a relationship might come the prospect of children and
marriage--both of which are tied to strong, positive cultural values.
Having children is important to most Zambian women. The desire or need
for children may outweigh the potential danger of lllV infection (Richardson
1988). Children are considered an investment for the future. If a woman never
marries or is divorced by her husband, she can at least hope that her children will
take care of her when she is too old to care for herself (van de Walle 1990).
There is also some evidence that women become pregnant to prove that they are
capable of having children and thus improve their chances of marriage (Balmer
1992)--although most of the Zambians I spoke with and the majority of the nurses
in this study did not believe this to be a significant motivation for having children
outside of marital union. Of the 237 nurses who answered the questionnaire (both
married and unmarried), all except 45 (and ten who did not respond to the
question) reported having children (see Appendix B, table 1). Forty-five nurses
reported having one child, 45 reported two, 38 reported three, 31 reported four,
10 reported five, 16 reported six, and 7 reported having seven children.
There is a preference among Zambian women for being married or
attached in some way to a male, be it through consensual unions, customary
marriages, or Christian marriages (Schuster 1987:371). While some nurses said
that they preferred being single and independent, most of those I interviewed felt
that being married was important. Only 57 of those who responded to the
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questionnaire reported being single, while 159 said that they were married. Ten
were divorced, 4 were widowed, and 7 did not respond (see Appendix B, table 2).
One head nurse who had read some of questionnaires that her nurses had filled out
expressed concern that I would be mislead by incorrect data--some nurses had
claimed a married status who she knew to be single. Obviously, these nurses
either perceived themselves as being married, or wished to be perceived as being
married.
Other factors that influence the construction of AIDS at the household level
are the cultural definition of gender roles and the power relationship that exist
between men and women. The literature on Africa is replete with references to
the subordination of women to men and their powerlessness to control their own
sexuality (Ankrah 1991, de Zalduondo, et. al. 1989, Geisler 1987, Hunt 1988,
Obbo 1980, Schoepf 1992, Schuster 1987). In places where women concede that
a man's demands must be met without question, "safe" sex is simply an idea.
While this generalization cannot be made for all women (several Zambians
mentioned how AIDS is becoming a feminist issue [see Patton 1990:4,6]), the
sexual dominance of men over women is an important factor in the transmission of
HIV. Over and over nurses blamed men for refusing to wear condoms and to
limit their sexual escapades to one partner. One nurse stated that AIDS will not
be stopped until the penis has been cut off.
It is taken for granted that the average man cannot be expected to remain
faithful to his wife (van de Walle 1990). Although there are married women who
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have sexual relationships outside of marriage, this is considered unspeakable. One
woman illustrated the woman's role by translating a Bemba saying: "a man's
infidelity never breaks a home, but a woman's infidelity does break a home".
The demands placed on a nurse at the household level have the potential to
threaten her health through overwork and exposure to STD's from her husband.
Recognizing the impact of culture on defining the roles of women as members of
the household is imperative to a broader understanding of how AIDS is
constructed and how responses to the threat of mv infection are formed.
Nurses as Individuals
The experiences of individual nurses highlight the need to address human
agency as a factor involved in the construction of AIDS. Responses to the threat
of

mv infection are influenced by a complex interaction between personal

desires, needs, and beliefs and social expectations. A nurse's desire to "fit in" to
her social group may lead her to conform to cultural expectations at the expense
of her health. The fulfillment of personal needs and desires for companionship
and sexual relationship(s) may also be viewed as being worth the risk of mv
infection, while personal beliefs, particularly religious convictions, may guide
behavior. The majority of the nurses in this study identified themselves as
Christians and as such, expressed a belief in a moral code confining sex to
marriage only.
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Listening to individual nurses also underscores the variations and
differences that occur within a cultural group. Contradictions are brought to the
surface that otherwise might be swept under a cai:pet of generalizations. I will
look at some of these differences as they emerged from the questionnaires and
then present case studies that provide more personal examples of how individual
nurses are relating to AIDS.
While nurses demonstrated a wide range of opinions on the questionnaires,
they were close to complete agreement on three things: (1) that they are very
afraid of contracting mv, (2) that they are at significant risk of becoming
infected, and (3) that that they are dissatisfied with their job.
Of the 237 nurses who filled out the questionnaire, all but twenty-nine
expressed fear of getting AIDS (see Appendix B, Table 3). Over half of the
nurses used some type of adjective to stress their fear. Answers to the question of
how many nurses have died from AIDS on a particular ward and in the entire
hospital were inconsistent, but indicated a belief that AIDS has been responsible
for the death of an alarming number of nurses. Many nurses stressed that their
job increased their risk of infection, an issue that plays in to the poor job
satisfaction repeatedly referred to by nurses. All but twelve of those who returned
questionnaires answered the question about problems that nurses face at UTH and
in Zambia--many with comments that continued on to the back side of the page.
While there was general consensus that nurses are at risk for mv
infection, there was disagreement as to the source of infection. Occupational
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hazards were identified as the cause of AIDS deaths of nurses by 85 of those who
turned in questionnaires (see Appendix B, Table 4). Sixteen nurses stated that
these deaths were due to lifestyle alone and 58 blamed the deaths on both lifestyle
habits and occupational hazards (17 said they did not know the cause and 61 did
not answer this question).
There was also significant variation between nurses as to the methods used
for protection against IIlV infection--an area where personal circumstances and
perceptions play an important role in behavior. More than two-thirds of the
nurses who filled out questionnaires reported taking some sort of precaution
against IIlV infection (see Appendix B, Table 5). Of those remaining, 33 stated
that they were unable to protect themselves and 38 did not respond.
These responses appeared to be related to how nurses portrayed themselves
as being most exposed (through occupational factors, lifestyle/social context, or
both) and how much control they felt they had over their circumstances. Those
focusing on external pressures frequently emphasized their helplessness to protect
themselves, while those addressing their own behavior appeared to take more
control over themselves and their environment.
Answers describing protection methods used on the job usually referred to
protective garments such as masks, gowns, and gloves. Careful handling of
"sharps" and learning which patients were IIlV positive were also methods
frequently mentioned.
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Answers about protective measures taken in the household/ social arena
were far more varied. Many nurses focused on external factors such as economic
difficulties and stubborn husbands. Some said protection was impossible and a few
stated that they relied solely on God to protect them. Other nurses focused on
their own behavior, projecting more of a sense of autonomy. For example, a
single nurse with three children stated that she protects herself by avoiding casual
sex. Methods mentioned by other single nurses included "good behavior",
"refraining from social activity", "reduced sex", "self control", "avoiding sex with
lllV positive men", "sticking to one partner", and "not indulging". Married
women who apparently took more initiative in relationship to their husbands
commented that they avoided intercourse or that they were educating their
husbands to be faithful.
The variations between perceptions of individual nurses is also evident in
how they assessed the effectiveness of AIDS prevention programs in Zambia. The
majority, 118, felt that the education campaigns were not helping to reduce the
number of people contracting AIDS. Sixty-seven stated that they felt that
education programs were making a positive difference and six said these programs
were helping "a little" or "some" (46 did not respond) (see Appendix B, Table 6).
Many nurses felt education programs were helping because they give
people a greater degree of freedom to converse about sex related issues and
thereby take action against STD's. Others mentioned specific examples of people
changing their lifestyle after being educated about AIDS. One nurse assumed that
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current programs were being effective because "everyone knows about AIDS
now". It is conceivable that most Zambians are aware of AIDS considering the
massive awareness campaigns and the fact that one out of every fourteen
Zambians has a radio--but this does not guarantee altered behavior.
Nurses who stated that education was not reducing AIDS in Zambia
blamed several factors. Their responses, like those regarding self-protection, can
be divided into two categories: perspectives that reflect an external locus of
control orientation and those reflecting an emphasis on internal locus of control
(see Kotarba and Lang 1986).
External factors included God, government, and society. Some nurses
perceived the AIDS crisis as God's answer to human immorality--one went so far
as to say AIDS could not be contained because it was a fulfillment of Bible
prophecy. Government management of health care and the country's economic
state were repeatedly presented as factors impeding progress in AIDS control.
Socio-cultural factors, particularly those involving women's sexuality, were also
frequently referred to.
Perspectives reflecting an internal locus of control orientation dealt
primarily with "innate" human needs, "human nature", and human choice.
Several nurses pointed out that if people do not want to change, they will ignore
or even deny that they are at risk and will continue doing as they please. "It is
impossible to change behavior when sex is a basic need to one's lifestyle", one
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nurse wrote. Another nurse questioned the usefulness of education campaigns
because "people are just basically promiscuous".
Education programs themselves were also blamed for the limited success of
efforts to stop AIDS. Some nurses complained that these programs were not
targeting the right groups and that they weren't held in practical locations.
Others criticized the mode of presentation and even the campaigners themselves,
stating that some educators do not appear sure of what they are saying and as a
result, fail to convince people.
All of these responses come from individuals who have formed their
perceptions within a specific context. The following case studies serve to situate
the information above within the personal lives of nurses at UTH.
Mrs. Mwansa
Mrs. Mwansa is in her mid-forties and has done well in her nursing career.
She is the charge nurse for one of the busier and more challenging blocks at
UTH. Her first encounter with AIDS was in 1982 when a fellow nursing student
became ill and died shortly after testing positive for mv. "It was very
frightening", she remembers, "we had just started studying about AIDS, but
hadn't really taken it seriously. Many people saw it as just another way for
wbites to control African sex and referred to it as "American Ideas to Discourage
Sex'". She now counts herself extremely fortunate that she did not contract the
virus in those early days. Her first nursing job was in a part of the hospital where
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frequent contact with blood and other body fluids was common. Emergencies
were often handled without gloves, even if they were available. "Now", she says,
"I refuse to expose myself that way, I do not touch things that will put me in
danger if I do not have gloves on".
Unfortunately, she has less control over her exposure to IIlV at home. At
the moment her husband is studying overseas. Mrs. Mwansa does not expect him
to be faithful--"you just don't expect that from a man", she explains, "and that is
my biggest fear--so many people go abroad and live the high life and come back
positive. If he gets infected..." she doesn't finish. When I ask about condoms
she is quick to tell me that as a wife, she cannot ask her husband to use them.
"Condoms are not for married people", she says. "they are for people having
illicit affairs. If I asked my husband to wear a condom, he would accuse me of
cheating on him". Avoiding intercourse is out of the question also. It is Mrs.
Mwansa's wifely duty to perform on demand--especially after he has been gone
for so long. How does she cope with this threat of infection? "I trust in God",
she says. "I just have to believe that he will take care of me because I am doing
the best I can".
Mrs. Mwansa has more to worry about than her own risk of contracting
IIlV, however. Two of her four children are daughters and she is afraid that she
will be unable to protect them much longer. The oldest girl is in high school and
has friends who enjoy the benefits of having a sugar daddy. The Mwansas live in
a fairly nice apartment, but with Mr. Mwansa gone, funds are limited and the

30
children must walk to school. "My daughter sees young girls getting dropped off
at school--they get out of Mercedes and BMWs wearing fashionable clothes, nice
jewelry, and makeup", Mrs. Mwansa laments. "I tell them that having beautiful
clothes is not worth the risk of getting AIDS, but I am so afraid that one of these
days some man in a nice car will stop and offer them a ride home from school.
Rich men pursue young girls because they are beautiful and in hopes that they can
catch a virgin who isn't carrying HIV".
Another area of temptation for her children is entertainment. "There is a
saying among the high school students that AIDS starts on Monday and they really
seem to believe it!" she says. Weekend parties are held at nightclubs in the city
and the advertisements in the newspaper and on television promise wonderful
times with dancing and drinks, two things that Mrs. Mwansa feels are
instrumental in spreading HIV. The cost of these events is astounding, especially
when compared to a nurse's salary. For example, the cost of a ticket for one
particular party was 3,000 kwatcha--a small fortune compared to Mrs. Mwansa's
net 7,000 kwatcha per month. Unfortunately, she knows that if her daughters
really wish to go, there is one sure way to get the money. This goes for her sons
as well. She complains that American and European men come carrying HIV and
give it to the young boys whom they solicit. She finds it rather ironic that the
Americans are telling Africans how to prevent AIDS, but then they come and
spread it. Mrs. Mwansa is just as bitter about Zambia's own government officials
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who she says pursue the young girls like everyone else does, even though they
preach "one partner".
Mrs. Mwansa doesn't know what will happen in the future. Her
understanding of how the virus changes leads her to doubt whether or not a cure
will be found for AIDS, but she continues to hope: In the meantime, she is
careful with needles and other sharp objects at the hospital, tries to educate her
children about the dangers of risky living, and prays for her own safety.
Miss Mudenda
Miss Mudenda takes her nursing job seriously, something she feels not
enough nurses do. She attributes her commitment to nursing to the training she
received over twenty years ago at a mission hospital. She states that training was
more rigorous in those days and that there was a greater emphasis on compassion.
It disturbs her that so many of "the younger nurses" lack this attribute. In her
day, she explains, more was expected out of nurses and they were more dedicated
to their patients.
Miss Mudenda moved to Lusaka several years ago from a small town two
hundred miles away and has been at UTII ever since. Having never married, her
life is devoted to her one child and her nursing career. Miss Mudenda is also an
AIDS counsellor, a Lactation Counselor, and an active participant in her church's
community service program.
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While she agrees that conditions at the hospital make it difficult to carry
out proper nursing care, Miss Mudenda does not believe that this should be used
as an excuse for performing shoddy work. Examples of poor care without cause
include the times she has discovered a patient who has been on a bedpan for
several hours, or the times she has caught nurses stealing a patient's food.
The spread of AIDS, Miss Mudenda argues, is another example of peoples'
refusal to do what they know to be right. While she believes that AIDS patients
should not be stigmatized, she argues that the spread of the disease could be
controlled if people "would only be moral". She refers to several nurses who
have succumbed to AIDS both on her ward and in the rest of the hospital and
states that the majority of these contracted mv from their partners--not from
exposure on the job. Bars and beer drinking are two of the main culprits for the
spread of AIDS according to her. "People meet to have sex and even if someone
might have planned to wear a condom, after a few drinks they won't even think of
it". Miss Mudenda doubts that she will ever contract mv, but is more
pessimistic about her fellow Zambians. "As long as people do not take
responsibility for their behavior", she says, "AIDS will not be stopped".
Sylvia
Sylvia personifies the image that nurses create when they describe
themselves as overworked, starving, and unappreciated. Probably 15-20 pounds
underweight, she looks gaunt and has a sallow complexion. Sylvia is friendly, but
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there is a defeated look about her that is distracting. Her problems start with the
disappointment she has felt with her job. As a nursing student Sylvia looked
forward to wearing the white nursing uniform that would bring her respect as a
professional. She also looked forward to earning her own salary. Needless to
say, these dreams have not been fulfilled to her expectation.
Supporting a family on the salary she receives is probably Sylvia's biggest
problem. A widow with three children and a dependent extended family, she
finds the demands of basic subsistence overwhelming. Sylvia does not have much
to say about her husband except that he "became ill and died last year". As he
did not have a job, she is not any worse off financially without him. Sylvia lives
in UTH housing--a room in a large building with broken windows that is
especially uncomfortable during the cold season. She and her family share the
communal toilet and bathtub for the building. Fortunately, she does have her own
hotplate which allows her to cook in her room instead of outside over a fire.
There is a nurse in the same building who owns a refrigerator where Sylvia keeps
boiled water during the hot summer months.
Sylvia's children are cared for by relatives and neighbors who are at home
while she is at work. Like the children of other single nurses, the older ones
spend their days at school while the younger ones roam the hospital grounds.
Some of these children set up small "booths" outside hospital buildings where they
contribute to family earnings by selling various items or performing services such
as shoeshining.
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I ask Sylvia how she manages financially. She doesn't really have an
answer and we begin talking about AIDS. "Everything is made worse by AIDS",
she says. "We are surrounded by positive patients that have not been diagnosed
and so we have to be on our guard with all of the patients". At least Sylvia's
ward has an adequate supply of gloves at the moment and there is a sense of
protection that comes with that. In the hospital setting, gloves seem to represent
the ultimate symbol of protection against HIV. But there are threats beyond the
hospital, and Sylvia alludes to this. "I am afraid... I have no protection from
anything..." Sylvia talks about how the long incubation period of AIDS makes
prevention difficult because "by the time you find out a man is positive, it is too
late". She wonders if I know of any new protection methods and if any progress
is being made in America to find a cure. "As long as there is no vaccine for
AIDS", she says, "I wouldn't want to know that I was positive because then I
would only die faster. I know nurses who died only a couple of months after
testing positive because they knew what was coming--they just gave up".
Sylvia plans to continue working as a nurse because she needs the housing
and the money. She hopes that the new government will improve the economy so
that she can look forward to a future that is better than today.
Mrs. Mwila
Mrs. Mwila is in her fifties and leads a very active life. On top of her
nursing job in one of the outpatient clinics, she sells chickens and homegrown
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vegetables. She is a wife and mother of four, an active member in her local
church, and a participant in several AIDS prevention programs. Although her
house is crowded into one of Lusaka's high density compounds, it stands out from
those surrounding it. The walls are freshly whitewashed and the dirt floor of her
yard is swept clean, except in the front where there is a small patch of grass. The
backyard consists of a healthy looking garden bounded by a chickenhouse. Inside,
the house is neat with comfortable furniture that she has acquired with money
saved over time.
Making a difference in the lives of those with lllV is a passion for Mrs.
Mwila, and she is a firm believer that with more education people will change
behaviors that spread the virus. "It is wrong to stigmatize people with AIDS--it
can happen to anyone..." She does believe, however, that the tendency to
stigmatize people with AIDS is changing since AIDS now touches the lives of
almost everyone in a personal way. "Everyone has some relative somewhere who
has died from AIDS", she says.
Mrs. Mwila is involved in a program through her church in which she
visits and comforts AIDS patients and their families. The fact that she has an
important position at the hospital is also helpful as she is able to arrange medical
treatment for patients that otherwise would not receive it. She often brings
medication to patients in their homes or meets them at UTII, guiding them past
the long waiting lines. Her church group has also started a book of remedies
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(many from folk medicine) that people can use at home to gain relief from AIDS
related symptoms.
Mrs. Mwila describes her involvement in education and prevention with a
sense of urgency. While she actively supports the large scale efforts of
organizations such as Women Against AIDS in Zainbia, she feels that the most
effective programs will be those geared towards "the local level". An example of
this are classes targeting the women who instruct adolescent girls at the time of
their initiation. These women are referred to by the Bemba term barzachimbusa,
but include women from Zambian various ethnic groups. It is hoped that
preventive measures against

mv infection will be more readily accepted by young

women who receive this information with cultural instruction. Mrs. Mwila states
that the meetings have been well attended and supported and believes that three
reasons for this are that it is on the grassroots level, it is utilizing local custom,
and the classes are conducted in the dominant vernacular language whichever area
they are given in.
Optimism characterizes Mrs. Mwila's attitude regarding the future of AIDS
in Zambia. She believes that people can change their lifestyles and that most will
if they are educated about how to do it. Her job as a nurse gives her fulfillment
in that it provides her with a better opportunity to help achieve this goal and to
meet the needs of those with AIDS.
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Laura
Laura is a 30 year old woman who at one point in time believed that life
could not have become much better. While still a nursing student, she had met
Fred, a young engineer who had fallen in love with her and married her in spite
of his family's protests that she was too poor to be connected with someone of his
upbringing and status. Through his job with the government, Fred was able to
rent a nice three bedroom apartment near the hotel district of Lusaka and within
reasonable walking distance from the hospital.
After finishing a post-basic nursing course in midwifery, Laura had her
first child. A second son followed and the tension between she and her in-laws
began to subside. The demands of every day life were relatively easy to meet.
Between she and her husband, they were not only comfortable, but able to afford
nights out and a few luxuries like a television. Laura's younger sister came to
live with them, taking care of domestic tasks and watching the boys while Laura
worked at UTH.
Tragically, everything changed when Fred was killed in an automobile
accident. Now, Laura has difficulty surviving on the income she brings home
from the hospital. She continues to house and support her sister as well as a
cousin and must pay the rent out of her hospital check. Laura's sons are no
longer at home--they live with her in-laws who insist that Laura cannot care for
them properly. Unfortunately, Laura cannot argue with this. "I know I should be

38
glad that my children are getting adequate nutrition and that their school fees are
taken care of," she says, "but I only see them on the weekend if I am lucky and I
miss them. I also have no control over how they are being raised".
Laura's bedroom is bare, but for a bed, dresser, and several pictures of her
husband and of the family they had. The idea of remarriage brings on a tired
sigh. "The only men who ask me out are the sugar-daddy types... they are rich
and offer me gifts, but no prospects for a future. They know I am not
promiscuous so they think it is safe to sleep with me, that I won't give them
AIDS." Laura doubts that she will ever find another man like her
husband--someone who she knows loves her and who she can trust to be faithful
to her. "That's even more important now with AIDS", she comments. She has
resigned herself to just getting by and takes some comfort in the hope that she will
have her sons to take care of her in her old age.
Although Laura's religious convictions and her fear of AIDS keep her from
having sexual relationships with men, she is sympathetic towards women who
"have boyfriends" to make ends meet. "It is impossible for a single woman with
children to survive on the salary she makes as a nurse without some additional
help from somewhere", she says.
Laura states that some nurses take sexual risks because they figure they've
already been exposed to IIlV at the hospital. This assumption, she believes,
promotes a careless attitude among nurses that carries over into their patient care.
She also attributes the poor attitudes of some nurses to the helpless feeling that
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comes from trying to treat overwhelming numbers of patients, many of whom will
eventually die from AIDS. This bothers Laura who complains that most of the
nurses on her ward are aloof and difficult to make friends with.
Laura hopes that a cure will soon be found for AIDS, but doesn't spend
her time worrying about that. She does her best to· avoid contracting mv and
will continue to do so. Now, most of her energy is spent working to keep herself
fed and clothed, and enjoying time with her sister and her sons. Her plans are to
continue working as a nurse until she can retire. By then, hopefully, her sons will
have made something of themselves and will provide her with a more comfortable
life.

ANALYSIS AND SUMMARY

AIDS has crossed international boundaries and threatens the well being of
nations around the globe. This threat is acutely felt in many African countries
where social, economic, and political problems are exacerbated by the impact of

mv and AIDS.

Despite massive efforts at the global and local level to control

the transmission of IIlV, the virus continues to spread and the number of AIDS
related deaths continues to escalate.
One explanation for the limited success of many prevention and control
programs is that they are founded on the assumption that once people understand
what causes and promotes the spread of IIlV, they will adapt their behaviors to
decrease personal risk of contracting the virus. Research has shown repeatedly,
however, that education and understanding do not ensure behavioral change
(Patton 1990, Barnett and Blaikie 1992, Schoepf 1991). Nurses at the University
Teaching Hospital in Zambia illustrate this point. Although they are well
informed about AIDS from a medical perspective and demonstrate a good
understanding of the mechanisms of IIlV transmission, they themselves succumb
to AIDS in alarming numbers. UTH nurses witness first hand the horrible
outcome of AIDS in its final stages, yet they become infected through not only
occupational hazards, but lifestyle practices as well, many of which would appear
to be easily preventable or avoidable.

40

41
The fact that people still contract

mv even though they have a good

understanding of how the virus works highlights the social side of AIDS and
signifies the necessity of analyses that are informed by a socio-cultural perspective
(Ankrah 1991). Constructions of AIDS and responses to the syndrome are
influenced by a complex interaction of material, social, and ideological factors. I
have attempted to address some of these factors in this study by looking at the
experience and perceptions of nurses towards AIDS on three levels--the
workplace, the household, and the individual. Three significant factors emerge
from this analysis which demonstrate the complex way in which various aspects of
the cultural context affect the way in which people respond to

mv and AIDS.

These are factors relating to: (a) political economy, as brought out at the
workplace level, (b) gender roles and relationships, emphasized at the household
level, and (c) personal beliefs and needs.
Political Economy
Political economy has received increasing attention in anthropological
literature as scholars have identified a need to address macrolevel concerns,
dealing with political, economic, and historical factors in ethnographic analyses
(Morsy 1990, Singer 1990). It is argued that the assigned division between micro
and macrosocial approaches is unnecessary and that both perspectives need to be
integrated for a more complete analysis (Singer 1990, Lock and Scheper-Hughes
1990).
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Nurses at UTII confinned the argument that these two levels are
inextricably bound. Repeatedly, they referred to the way in which government
action and the country's economic problems impact their personal lives, and
several nurses blamed these factors for the deteriorating health status of Zambians
and the magnitude of the AIDS crisis.
Health care is still largely subsidized by the Zambian government, so
economic problems at that level directly affect the quality of health care. Free
health care was instituted after Independence in 1964. With the exception of
mission hospitals in rural areas, the limited number of hospitals and clinics in
existence at that time were confined to mining areas or places where there were
groups of Europeans living--the latter being private hospitals. At Independence,
President Kaunda established a government based on a humanistic philosophy and
set out to provide a Western standard of living for all Zambians. Hospitals were
built, p�tternr,d after those in the West, with new and up-to- date facilities and
equipment, along with schools to provide these institutions with indigenous
professionals.
Several problems arose with this attempt to transplant a Westem model of
health care in the Zambian context and these were intensified as the country began
to face serious economic troubles due to the fall of Copper prices in the 1970's.
Zambia's economy continues to be insufficient to support Western-style health
care technology. Charles Hunt (1988:15) argues that "the adoption of Western
technology in its fully developed state, without regard for its appropriateness in
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solving the problems of the third world, [is] characteristic of "dependent
development" .
The economic situation has grown progressively worse and predictions that
the copper mines will be depleted by the year 2000 offer a pessimistic view of the
future. Per capita GNP cannot keep up with rapid• population growth and
urbanization. The nutritional status of Zambians is poor and morbidity and
mortality are on the rise. In the last decade, per capita government spending has
decreased by 62 % and the amount of money spent on essential drugs by 75 %
(Ankrah 1991). Economic factors greatly limit the availability of health care for
Zambians, particularly women (Jonker 1988).
The impact of this crisis is keenly felt at UTH where staff work with
limited medications, supplies, and equipment. Nurses complain of feeling "burned
out" as they are hindered from administering basic quality care and express fear
that they will become infected with the pathogens to which they are exposed.
Some means of protection are available, but rarely in the quantities needed.
Nurses report that they frequently must improvise their treatment procedures in
ways that can place their patients as well as themselves at risk of infection.
The economic crisis is also reflected in the meager wages that nurses
receive. The monthly salary of a nurses is, by itself, insufficient to sustain her
household. Although nurses are wage earners, their pay is low enough that a
mother responsible for herself and her children would likely have to make
decisions between whether to purchase food or blankets. Several nurses reported
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being unable to afford the necessities for adequate nutrition, and complained that
this, along with the demands of their job, leaves them physically and emotionally
exhausted--in tum decreasing their immunity as well as their motivation for
protecting themselves. This condition becomes more serious for the nurses who
take on a second job to supplement their incomes. · Risk of contracting IIlV
increases dramatically for nurses who seek support through sexual exchange, a
practice that appears to be increasing among women struggling to survive in urban
areas (Schoepf 1991).
Nurses also complain that their low salaries reduce their status in society.
In addition, they see their pay as a reflection of the government's attitude that they
are servants rather than medical professionals. Poor compensation and lack of
sympathy are two contributing factors to a fairly prevalent attitude that nurses
admit is apathetic. Dissatisfaction may also lead to a nurse to pursue better
conditions in another country, a pursuit not uncommon, which further contributes
to the shortage of health care workers and the health care crisis in Zambia.
Gender Roles and Relations
The importance of addressing gender as a significant factor involved in

mv transmission is emphasized in anthropological literature on mv/AIDS in the
African context. Schoepf argues that "culturally constructed gender roles and
sexual meanings are crucial to understanding the spread of IIlV" (1992:260).
Frequent reference is specifically made to the subordination of African women and
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their powerlessness to dictate their own sexuality. This issue was repeatedly
brought out in my dialogues with UTH nurses. Before looking at how gender
emerged in my study, however, it should be noted that there was a great deal of
individual variation as is seen in the case studies. Gender roles are dynamic and
negotiated, influenced by factors such as ethnicity, human agency, and resistance.
My focus is on the perceptions of women, but further research addressing the way
in which men and women define their identities and positions in relationship to
one another would broaden our understanding in this area.
In Zambia, women are generally the ones who keep the household
functioning, being responsible for both production and social reproduction. If a
woman's husband is a wage earner, she does not necessarily see any of his pay
and the complaint is often raised that men use their money to drink and support
girlfriends. While some nurses reported receiving financial help from their
husbands for household needs, many married nurses and almost all single and
divorced nurses with which I interacted were forced to fill the role of basic
provider.
The sexual compliance expected of women by their partners reflects
another way in which gender roles impact IIlV transmission. It is generally
assumed that women are to meet their partner's needs on his terms. Because
condoms are largely seen as appropriate only within the context of illicit affairs or
sex with prostitutes, many wives are unable to protect themselves from IIlV in
this way--regardless of their knowledge. Although diaphragms and HJD's allow
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women to exercise some control over conception, they do not provide protection
against AIDS. Several nurses expressed hope that condoms for women would
eventually be available in Zambia to give them more power over their exposure to
STD's and AIDS.
Remaining single might appear to be an attractive option in light of these
responsibilities and expectations and some women do choose not to marry. Most
nurses agreed, however, that being married is socially important--a point
emphasized by the apparent eagerness and pride with which married women
introduced themselves as themselves as Mrs. so-and-so. This cultural pressure on
women to validate their womanhood through marriage is a major factor
contributing to our understanding of how gender is related to the spread of mv.
Marriage is typically a fragile union and many women will hang on to their
husband at all costs, tolerating abuse and exposure to STD's such as AIDS
(Schuster 1987). Unless the relationship of gender to other factors involved in the
spread of AIDS is addressed at the local level, prevention and control programs
will likely continue to be general and even ineffective.
Personal Beliefs and Needs
IllV is transmitted largely through individual human contact and through
acts that are a part of daily life and practice. At this level then, much can be
learned about the transmission of IllV as it occurs in the local cultural context.
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There is a large degree of variation between the attitudes and reported
behaviors of nurses at UTH. Individual perspectives and choices appear to be
related to personal beliefs which are influenced by personal desires and needs and
by collective ideologies shared by those within the culture. Without exception, the
nurses I worked with at UTH showed an understanding and acceptance of the
biomedical model of AIDS. This intellectual agreement, however, does not negate
emotional and behavioral responses to the crisis that arise from socio-cultural
factors and that might even be in opposition to biomedical understandings.
At the individual level, personal needs have a strong influence on how
nurses respond to the threat of HIV infection. Sex was described by several
nurses as being a basic human need and a drive that is difficult to control. A
desire for sexual fulfillment may encourage even a nurse to ignore, at least
temporarily, the danger of sexual intercourse under certain conditions. A desire
for companionship may also encourage sexual encounters that either help to keep a
relationship "intact" or that might promise a future relationship. Nurses might
also desire such a liaison because they wish to become pregnant.
These needs and desires are inextricably bound to shared cultural beliefs
and expectations. Nurses do not comprise an isolated group in society, but are
tightly bound to their community through the roles they play as individuals,
mothers/wives, and health care workers. Most nurses find meaning in life
through these relationships and by responding to the expectations placed upon
them in these roles. In some cases, this response translates into conformity to the
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general cultural consensus, an example being the wife who complies with her
husband's sexual demands at the possible expense of her own health. On the
other hand, however, meaning may come through resistance to these social
pressures. The apathy of nurses towards their job and the demands for a certain
level of health care is an example of this.
Religious beliefs also affect nurses' personal beliefs about

mv/AIDS and

their definitions of what is "normal" and "right". Such beliefs are varied in
Zambia where "traditional" ideologies may exist side by side with institutionalized
religion, may be synthesized with it, or may be replaced to a degree by other
belief systems.
Open discussion of sex has traditionally been tabooed in
Zambia--something that complicates health education efforts for the prevention of
AIDS. This attitude has been further reinforced by many Christian churches and
organizations. Early and continued missionary work in Zambia has had a
profound impact on the country, which is now a self-declared Christian nation.
Both "traditional" and Christian ideologies tend to intensify the shame and
stigmatization that is associated with AIDS because it is identified as an STD.
This also results in a denial of the contradiction between stated and actual
behaviors, making it more difficult to address issues of personal behavior in
prevention and control. Beliefs about morality also affect prevention programs by
labeling certain methods (condoms, for example) as "bad" because they encourage
promiscuity.
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The spiritual side of both "traditional" and institutionalized religious belief
addresses the relationship of mv/AIDS to the non-material world in an attempt to
explain the phenomena from this perspective. Some anthropological literature
links a fatalistic view of life and a sense of predestination to the spread of mv in
Africa, particularly in West African cultures (Caldwell, et.al. 1992, Barnett and
Blaikie 1992). In my study, fatalism did not come out as a strong cultural
attitude; however, several nurses referred to a careless, "we're going to die
anyway", attitude among people and attributed this to the difficulties that come
from trying to survive in a time of economic crisis where life is shortened by a
multitude of diseases (see Ankrah 1991).

CONCLUSION
AIDS occurs, is defined, and is transmitted in a social context. It affects
relationships between individuals and as a result, impacts and alters the social
body (Barnett and Blaikie 1992). A more comprehensive understanding of the
AIDS pandemic is therefore contingent upon looking at the syndrome within the
context of social relationships while at the same time situating our findings in the
broader economic and political environment. Such an "understanding of culture"
approach would increase the validity, reliability, and usefulness of epidemiological
research and, it is argued, could even be utilized to predict the way in which
diseases are transmitted and spread (Herdt 1992: 14).
Socio-cultural research has frequently been supplemental to more
quantifiable research, and in many cases has been an afterthought (Feldman 1991).
This omission limits understandings of AIDS and therefore the effectiveness of
control programs. A strictly quantitative approach fails to address the complex
interaction of behavior, social, political, and economic factors and tends to seek
"answers that can be easily translated into AIDS containment programs" (Quinn,
et. al. 1991 :781). This usually means taking information about

mv and

educating people to adapt their behavior accordingly to prevent themselves from
contracting the virus. This study supports the assertion that while education
programs to increase awareness have been successful, these have not necessarily
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resulted in behavioral changes (Barnett and Blaikie 1992:53). Socio-cultural
analyses are imperative to successful campaigns to control the spread of mv and
AIDS.
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QUESTIONNAIRE FOR NURSES AT UTH
Please answer the following questions as accurately and honestly as possible. If
you are unfomfortable with any of the questions, please feel free to leave those
you wish to blank. Thank you for your assistance.
Ward-------------------------1.
2.
3.
4.

5.
6.
7.
8.
9.
10.
11.
12.
13.

Age_________________________
Sex_________________________
Marital Status (single, divorced, married) ____________
Number of children alive_____ Born, but not alive______
Religious affiliation (e.g. Catholic, Bahai, not active) _ ______
Tribe/Nationality ____________________
How long have you lived in Lusaka?
Where did you live before? ________________
Where do you live in Lusaka? _______________
Special studies beyond nursing school, if any __________
Why did you study nursing? ___________ ____
How long have you worked at UTH? _____________
What is your monthly income? ___ Can you survive on this? ___
Do you supplement this with any other kind of work? If so, what? __

14. How many of your patients (that you know of) are IDV+? _ ____
15. How many of your family members or friends have died from AIDS?
16. How many nurses on your ward have died from AIDS?
And in the rest of the hospital? _____Do you think these were due
to lifestyle or occupational hazards? _____________
17. How afraid are you of contracting AIDS? ___________
18. How do you protect yourself from AIDS?
19. Do you think that the campaigns to educate people about AIDS are reducing
the numbers of people who predispose themselves to and as a result get
AIDS? ________________________
Why? ________________________
20. What else do you think could be done to slow/stop the spread of AIDS and
why would this help? __________________
21. What difficulties do you face as a nurse (a) in Zambia and (b) at UTH?
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Table 1
Number of Children
Number of Nurses

Number of Children Reported

35.00

0.00

45.00

1.00

45.00

2.00

38.00

3.00

31.00

4.00

10.00

5.00

16.00

6.00

7.00

7.00

10.00

did not answer question
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Table 2
Marital Status
Status

Number of Nurses

single

57.00

divorced

10.00

married

159.00

widowed

7.00

did not answer question

4.00
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Table 3
Fear of AIDS
Fear
very afraid

Number of Nurses
162.00

afraid

16.00

not afraid

29.00

did not answer question

30.00
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Table 4
Source of Infection
Source

Number of Nurses

lifestyle

16.00

occupation

85.00

lifestyle and occupation

58.00

do not know

17.00

did not answer question

61.00
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Table 5
Protective Measures
Protective Measures
protective measures taken

Number of Nurses
166.00

no protective measure taken

33.00

did not answer question

38.00

65
Table 6
Effectiveness of Education to control AIDS
Effectiveness
is effective
is somewhat effective
is not effective
did not answer question

Number of Nurses
67.00
6.00
118.00
46.00
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..
Human Sub;ects lnSlllvtbnal Re-Jew Board

WESTERN MICHIGAN UNIVERSllY

Date:

August 12, 1992

To:

Alicia A. Worley

From: Mary Anne Bunda, Chair
Re:

/l le1 'u A ,,r'-c:. 0 :,,..., f1.. • ._
1

HSI RB Project Number 92-04-1 O

This letter wilt serve as confirmation that your research protocol, •A Comparison
Between Western and Traditional Medical Approaches to the Diagnosis and Treatment of
Mental Illness• has been .asm.r.ove.d after full review by the HSIRB. The conditions and
duration of this approval are specified in the Policies of Western Michigan
University. You may now begin to Implement the rese�rch as described In the
approval application.

You must seek reapproval for any change In this design. You must also seek
reapprovat if the project extends beyond the termination date.
The Board wishes you success In the pursuit of your research goals.
xc:

Constable, Anthropology

Approval Termination:
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